Background: Despite frequent appearances in service documents, the concept of collaborative practice is ill defined in mental health practice. The purposes of this pilot study were to gain insight into professionals' conceptual and practical understandings of collaborative mental health practice (CMHP), to use these insights to develop a proposed definition, and to inform the development of a collaborative practice assessment tool.
Introduction
Throughout the world, health systems are under strain due to a complexity of factors, including heightened community and patient expectations, shortages of health professionals, an aging workforce, and poor communication [1] [2] [3] . Mental health services contend with these, as well as the additional challenges of stigma and client disempowerment, within a hierarchical and medically dominated structure [4] . Mental health service delivery can also be hindered by underdeveloped cross-sectoral and co-ordinated responses [2, 5] . The resultant tensions contribute to compromised patient safety, which has been linked to preventable death and disability [6] .
A widely held perception among healthcare stakeholders, enshrined in numerous policy and practice documents, is that collaborative practice is beneficial to enhancing the co-ordination of responses, which, in turn, improves client care and health outcomes [7] [8] [9] [10] . The World Health Organization (WHO) [11] offers one definition of collaborative practice as "clinical and non-clinical health-related practice in healthcare occur [ing] when multiple workers from different professional back-grounds provide comprehensive services by working with patients, their families, carers and communities to deliver the highest quality of care across settings" [p. 7] .
However, this definition is widely contested and perceived to be inadequate when contextualized to mental health practice [4] . The definition fails to encapsulate the complex, broad-spanning processes involved in collaborative practice, including articulating its componentry, implementation methodology, or measures [12] . It also omits various key stakeholders, is not contextualized, and does not define effectiveness in relation to mental health or any other health outcomes [13, 14] . These are vital points that are central to collaborative mental health practice (CMHP). The lack of a comprehensive, contextually appropriate definition reinforces the need to establish an agreed definition that will enable research to progress and support the work of those engaging in CMHP.
It is not surprising that contextualized definitions of collaborative practice are in their infancy, when collaborative practice itself is still a contested area. Illustrating the lack of clarity concerning a definition of collaborative practice, McDonald, Davies, Cununingand, and Harris [15] found that the term "care co-ordination" is used interchangeably with approximately 40 definitions of similar practice (including collaborative practice). Similarly, Nolte and McKee [16] found that a variety of terms are used to describe similar practices, including, most notably, collaborative practice, co-ordinated care, and patient-centred care. Further confusing the matter is that these same words can have different definitions within different fields [17] .
Other issues that arise from the absence of a clear definition of collaborative practice include the lack of valid and reliable measurement scales, its introduction is often manager/policy driven (versus an inclusive team, organizational, and client approach), and, that unique settings can limit transferability [17, 18] . Conversely, studies have also found that health professionals have a general understanding of collaborative practice, believe it has value, and strive to promote its use, although they experience difficulty translating it into practice [19, 20] . Oandasan et al. [9] also highlight that effective collaborative practice can be hindered by government policy and structures. WHO [11] recommends that these issues be addressed through improving normalization and uptake when promoting collaborative practice within individual health services and across sectors supported by policy and education. This may be viewed as somewhat simplistic if collaborative practice is seen as existing within a complex adaptive system that considers the challenges of sustainable change [21] .
Despite its widespread introduction, collaborative practice research is also rarely informed by theory [20] . Some examples exist in the literature, such as Gask et al. 's [8] use of the "Normalisation Process Model" and Nutbeam and Harris' [22] "Diffusion of Innovation. " These provide useful insight into components of collaborative practice implementation but fall short of a global theoretical paradigm [20, 23] . The current pilot study addresses this by applying Habermasian theory as a theoretical basis for generating a contextually specific and inclusive definition of collaborative practice in the area of mental health.
1. What do mental health professionals understand collaborative practice to mean within the context of both mental health care and their professional experience? 2. Are there any differences between the World Health Organization's definition of collaborative practice and mental health professionals' understanding of collaborative mental health practice? 3. How can collaborative practice be most appropriately defined in the context of mental health care?
Methods
A hermeneutic approach was applied during the research [28] . This approach enabled the collection and interpretation of data from health professionals who are part of the mental health treatment community. It also encouraged the researcher to apply the knowledge that was collected from members of this community by developing a working definition and assessment tool [29] . During the research, interviews were undertaken to collect information about mental health professionals' experiences and views of collaborative practice in the mental health context of the IAPT@Flinders. Researcher observations were also recorded in a journal and these were analyzed as data. Data analysis and collection occurred concurrently, which supported the rigour of the research by allowing for continuous reflection [30] on the relevance of the interview questions and observation foci to the emerging data.
Participants
Four health professionals who had intimate knowledge of the conceptual framework of IAPT@Flinders were selected for this exploratory study. Their de-identified details are summarized in Table 1 . Due to the specific focus of this pilot study, clients were not included. 
Interviews
Semi-structured interviews were conducted during April and May 2011 and recorded using a digital recorder. The purpose of the study and the interview questions were identified in an introductory letter and information sheet. The interviews were time generous (average duration 1.5 hours), in-depth, and detailed, which proved effective in generating rich data. Deep probing during the interviews ensured comprehensive and accurate understanding, thereby further supporting rigour [30] . In addition, participants were offered the opportunity to review the transcript of their interview and add additional detail to their answers. This process resulted in the further collection of data beyond the interviews, which added richness.
Interview Questions
The following questions were asked: Observations Additional data were collected via the interviewer's journal, which included researchers' observations. Collection of this information assisted in refining questions based on perceived level of engagement and comfort of interviewees, and in exploring personal stories. All observation notes and other research documents included codes rather than participant names to protect the identity of participants. Pseudonyms are included throughout this article.
Data analysis
The transcripts and journal were examined through preliminary data analysis after each interview to refine and refocus interview questions and probing. Next, thematic analysis on transcribed data was conducted by reading, annotating, and rereading the data to identify key themes. Keyword searches were used during the early analysis period to identify concept repetition [31] . Collaborative coding and discussion of the data was also undertaken to ensure rigour [30] . During analysis of the data the theory of communicative action was applied because it provides a transferable test and salient lens through which to consider collaborative practice in service development. Applying this theory to the test case of the IAPT@Flinders model allowed for assessment of the strengths and weaknesses of relationships where collaborative practice has the potential to occur. Following thematic data analysis and application of the theory, individual themes were applied to the various tests and rules within the schema (Diagram 1). For instance, in regard to research question 1-What do mental health professionals understand collaborative practice to mean within the context of both mental health care and their professional experience?-the theme that emerged from this question was of "inclusivity and respect for the people with whom they interact as part of their work. " After identifying this theme, the relevant data were applied to the schema to assess if the worldviews expressed would likely result in communicative action. This practical application of the schema is discussed in further detail in the results section. Use of Habermas' [26] theory during data analysis enabled examination of how communication influences service provision, the workplace, and team development. Synthesizing and collating the understandings outlined in the results and discussion subsequently informed the proposed definition and evaluation tool of CMHP. Additionally, the IAPT@Flinders model was used as a test case, as collaborative practice is stated as a key service principle. Diagram 1, "The schema of aspects of Habermas' theory of communicative action" (the schema), forms the basis of a proposed CMHP evaluation tool.
Results and discussion
Overall, the findings revealed that participants believed that collaborative practice features in their professional practice paradigms. During the analysis, the findings were grouped into four broad themes to explain the information that emerged from participants' experiences. These have been collated into 
Contextualized collaborative practice
In the context of discussing IAPT@Flinders, interviewed professionals expressed views of collaborative practice which resonate with three of the life worlds (schema column one) that provide the necessary conditions for communicative action to occur.
Objective: Application of collaborative practice is recommended as best practice by prominent authorities, thereby promoting the credibility of the model [11, 32] . One participant, John, expresses his practical and cultural endorsement: This is a really interesting model that, if it's successful, could change the way this emergency department works; [it] could change the way emergency departments work across the state and potentially across the country. Potentially, if it's really effective and innovative and successful, who knows where it will go? That's exciting.
Intersubjective:
The common usage of the concept of collaborative practice facilitates and encourages intersubjective understanding and acceptability between key players. This inclusion within the IAPT@Flinders service framework will help to forge a shared understanding among interviewed health professionals [1, 10] . Tom discusses how this social cohesion could evolve in practice:
Key ingredients are: a shared vision about why these people are aggregating as a team, shared ideologies, shared working frame of reference that is client centred, respect for each other's abilities, a learning environment where you're trying to learn from each other.
Subjective:
The worldview expressed by interviewed health professionals of equality within their relationships and interactions with clients and colleagues supports personal alignment with collaborative practice [24] . Don expresses this personal professional communication as:
We all have an opinion and knowledge and experience that we can bring to the table.
Assessing whether the validity claims (schema column 2) have been met following the introduction of collaborative practice to IAPT@Flinders requires understanding whether they are likely to satisfy criticizable claims within the various life worlds of key players. This is possible when speech appears understandable and when dialogue is "true, " socially acceptable, and genuine [24] .
Schema column 3 identifies principles of communication. Interviewed health professionals' views adhered to the principles of free participation and ability to disagree without consequence, the desire to reach consensus with minimal constraints of power differentials, and acceptance by not only those who agree with the action but also those who may be affected [33] . Having successfully passed these tests, the resultant action of introducing collaborative practice at IAPT@Flinders is predicted to fulfill the requirements of communicative action. The next section will explore and expand these claims.
Key players in the Collaborative Practice Team with client as integral
Interviewed health professionals expressed a worldview of inclusivity and respect for the people with whom they interact as part of their work. This holistic care paradigm was defined as featuring rapport, communication, respect, and concern for the psychosocial, and it correlates with several of the proposed key drivers informing collaborative practice as well as being compliant with the test of communicative action [6] . With a foundation built on teamwork, Janice expressed her view on team structures and formation, demonstrating her desire to achieve "accomplishments on which cooperative processes … are based [that] represent the mechanism for coordination" [24] . Expanding on this understanding, she believes in:
getting people who are really keen and dedicated and actually listening, sharing, discussing, exploring, [and] respecting everybody's expertise. That team would probably be a collaborative, multidisciplinary team, and it has to be that, because we are all there, we're all in it together. (Janice)
Interviewed health professionals also expressed an understanding of collaborative practice that included attributes of egalitarian, multidisciplinary teamwork; shared philosophies; and open communication with a driving motivation of "client as integral" [17, 34] . Janice expressed this as:
Nobody runs ahead, nobody lags behind; you're working side by side as a team toward the same goal. That sometimes is an art in itself. Keeping everybody side by side. Just to be able to communicate in a safe environment. It comes back to that respect and you can say [anything] and the person would say "that's fine. " (Janice)
These findings somewhat align with and support the WHO's (2010) definition; however, they contrast with the body of literature that identifies collaborative practice as a professional tool rather than as co-ordinated care with client as central [9, 14, 20] . Tom discusses his experience of this broader conceptualization:
So [in the] catchment area: client rights, client participation, care planning, clients at governance meetings, clients everywhere. [They were] role models for managers that focus on population health outcomes. It was clear we were here to service our community.
Contextualization, marginalization, and policy disincentives
This study supports existing literature that highlights the importance of collaborative practice being contextualized and embedded within workplace culture and practice paradigms [1] . This can be tested using the schema (Diagram 1) to define attempts to normalize collaborative practice within IAPT@Flinders which have been made through open, respectful, and professional communication and motivated toward consensus.
A common theme identified in this study, however, is the view that a pervasive negative influence prevails due to policy disincentives within the Australian healthcare sector. This can result in a system geared for strategic action where communication is structured toward gaining and maintaining control through policy and structures. Tom's frustrations with barriers and system boundaries [8] that perpetuate strategic discourse are demonstrated in his views of the siloed approach [that fosters] possible prejudices and rivalries of different models [with an] over reliance on hierarchy within a system that has no mechanism, funding, or incentive for team-based work. (Tom)
Oandasan et al. [9] support the view that a major barrier to effective collaborative practice is marginalization and service structures. The perceived lack of structural financial incentive for cross-disciplinary or cross-sectorial collaboration directly reflects strategic action through this structured inequality of bureaucracy on which the Australian health system is built [9, 11] .
Don shared his views of tensions in an Australian medically dominated healthcare system and how marginalization can occur even in collaborative environments:
We had one of the head surgeons in the hospital come to Prof with a problem. Prof saw me walk past and called me in. He said, "Don, what do you think about this problem?" and we talked about it. And then afterward the surgeon asked Prof, "Why did you call the nurse in to see you?" because it is something he would never consider doing. And Prof said, "Well, this is just what we do. " (Don) This type of marginalization is counterintuitive to collaborative practice's aspiration of working co-operatively and respectfully [11, 34] . It also can be interpreted as strategic communication that seeks to gain control or dominate.
Highlighting the need to contextualize collaborative practice to ensure its relevance and appropriateness, Suter [19] found that health professionals are uncertain about how to implement collaborative practice. This is unsurprising considering the poor understandings surrounding its definition and transference into practice:
I know X and their group claims to do collaborative care, but I am yet to see that in true practice. That's why I get confused about this collaborative practice … I've seen all the … training and courses. … That's what I'm puzzled about. I still don't understand why I don't see it. (Tom)
It is probable that many organizations attempting to introduce collaborative practice will have limited success because of their inability to clearly define its objectives or demonstrate its success. According to the theory of communicative action, uncertainties around implementation compromise the principles of motivation for consensus and undermine the right to participate in open discourse. Additionally, lack of clarity regarding expectations of collaborative practice will raise questions about the sincerity and authenticity of its purpose.
Power and hierarchies
Habermas was concerned with the development of administrative "systems, " such as the healthcare industry, that are impacted by power and financial pressure and may be managed by strategic actions [25] . Such institutions assist the "internal colonisation of the life world" [35, p. 225] by increasingly imposing on the private domain. This type of system intrusion into the lives of mentally ill clients is consistent with several themes found in this study, in particular, marginalization and power. This is also particularly relevant to the research questions in understanding how collaborative practice can be defined in the context of mental healthcare.
An objective of the IAPT@Flinders' collaborative practice service principle is to improve mental health outcomes by providing links between medical health systems and service users. The way communication is performed is the responsibility of the collaborative practice team that is also under institutional governance. This study found themes of power hierarchies, barriers to free participation, and a lack of consensus decision making that may fail the validity claims and principles to qualify for communicative action [27] . This is particularly important to IAPT@Flinders, as mental health traditionally reflects notions of disempowerment and control created through strategic action [27] . John, describing the contrast between his vision of the IAPT@Flinders service and his then current workplace: This view is consistent with the findings of previous research which indicate that manager-and policy-driven initiatives are less effective than holistic and co-operative clinician-or patient-driven quality improvement strategies [18] . Furthermore, it is a salient example of how strategic action may occur when people are not actively participating. These findings again highlight the problems associated with the lack of a standard definition, which limits the transferability of results and research into the key components that comprise collaborative practice [13, 17] .
Based on the findings of this research, a new, contextually driven definition of CMHP practice is proposed:
Collaborative mental health practice is a code of practice enacted by multidisciplinary workers to establish an accessible communication and care framework with clients, their families, carers, and other key stakeholders whose purpose is to facilitate consensus based on egal-itarian principles of inclusivity, respect, and equality in order to provide quality holistic care.
Limitations
This pilot study has some limitations. At the time it was undertaken, IAPT@Flinders was yet to be operationalized, so practical concept analysis was not possible. In addition, the small sample size may not have provided sufficient breadth to fully explore the complexity of collaborative practice. However, this pilot provides a solid basis from which further exploration of the identified themes can be undertaken.
Conclusion
This study suggests that the unique service requirements of mental health clients require a judicious definition of CMHP to be developed. Designing services that are consistent with health professionals' general underlying philosophies of collaborative engagement are likely to be more effective when implementing collaborative practice. It is recommended that where service has a principle of collaborative practice, the worldview of applicants be assessed for consistency with the concept during recruitment. Furthermore, the importance of these factors should be recognized in team training and development. The schema of Habermas' communicative action is recommended as a useful tool to assess the quality of communication, which is the essence of collaborative practice. This tool allows identification of potential breakdowns and barriers that are critical factors to successful collaborative practice. Based on the findings of this pilot study, the proposed definition and conceptual assessment tool provides a basis for further research to build upon and modify in order to develop one that encapsulates the nuances and potential impacts of CMHP. 
